Abstract
INTRODUCTION
Gastric cancer is the fifth most common malignant tumor, and its mortality rate ranks second in the world. In 2015 alone, 679,000 new cases were estimated in China, and about 498,000 patients died of gastric cancer [1] . Radical D2 lymphadenectomy as a standard procedure has gained global consensus. The current seventh edition of the International Union against Cancer/American Joint Committee on Cancer (UICC/ AJCC) tumor, node, and metastases (TNM) staging for gastric cancer recommended that at least 16 or more lymph nodes should be dissected for satisfactory histological examination [2] . A German multicenter study showed that clearance of more than 25 lymph nodes was an independent prognostic factor for all types of pathological staging [3] . Studies showed that the number of lymph nodes dissection directly affected the prognosis and recurrence of gastric cancer [4] . According to our previous results [5] , there was no obvious lymph node around the abnormal hepatic artery derived from the superior mesenteric artery, and the relationship was unclear between the total number of lymph nodes dissection and the impact on the prognosis in celiac artery variation patients. In addition, Arifuzzamanet al [6] found that the celiac artery variation rate was 30.9%, suggesting that it may be important clinically to investigate the difference in the number of lymph nodes dissection in patients with celiac artery variation and those with normal vessels. These findings could provide clinical basis for precise individualized lymph nodes dissection of gastric cancer.
Four hundred and fifty-two gastric cancer patients who underwent D2 lymphadenectomy that was performed by the same surgical team at the Department of Gastrointestinal Surgery of the First Affiliated Hospital of Guangxi Medical University from January 2009 to March 2017 were included in this study and screened according to the following criteria: (1) Preoperative gastroscopic pathology was gastric carcinoma; (2) Patient underwent upper abdominal multi-slice spiral computed tomography angiography(MSCTA) examination; (3) Preoperative comprehensive evaluations indicated D2 lymphadenectomy; (4) Patient was adopted for D2 lymphadenectomy. For the patients with vascular variations, we carefully dissected and cleaned the surrounding lymph nodes during the operation; (5) Complete clinical and pathological data were recorded; (6) 
Information acquisition of celiac artery
Inspection equipment (LightspeedVCT) was provided by the American GE company. The preparation, scanning parameters, and data and image processing of the CT scan have been detailed in the literature [7] . After image reconstruction, two senior radiologists analyzed the reconstructed three-dimensional vascular images and observed whether celiac artery variation was present.
Surgery
The 421 gastric cancer patients underwent standard radical gastrectomy by the same experienced surgical team. Lymph node clearance was carried out according to the requirements of the Japanese Gastric Cancer Association protocol. The range of lymph nodes dissection and gastrectomy were performed in accordance with the requirements of the Japanese Gastric Cancer Association guidelines [8] . The lymph nodes in each group were selected by the senior resident who participated in the operation, in accordance with the regulations of the Japanese gastric cancer protocol at the end of the operation. After the operation, additional sorting was carried out with touch method, and the lymph nodes extracted in the operation were sent for pathological examination.
Follow up
The standard follow-up protocol for patients with gastric cancer was every 3 mo for at least 2 years, every 6 mo for the next 3 years, and every 12 mo after five years for life.The follow-up items included physical examination, tumor markers, computed tomographic scan, and gastroscopy. Follow-up deadline was to 31 May 2018, and the survival time was calculated from operation time to death or follow-up deadline. Sixteen cases were lost midway during follow-up, and the loss rate was 3.8%. The patients were followed up for 12.0-112.0 mo, and the median follow-up period was 42.6 mo. SPSS 16 
Statistical analysis

RESULTS
The variation of celiac artery
The preoperative MSCTA images showed 311 cases of normal celiac artery, 110 cases of variant celiac artery, and the variation rate was 26.13%. Celiac artery types in all 421 cases detected by preoperative MSCTA were conformed intraoperatively. Ninetyseven cases had an abnormal hepatic artery and were classified according to Hiatt's standard [9] (Figure 1 ). Among them, abnormal hepatic artery derived from superior mesenteric artery was seen in 48 cases, the hepatic artery ran in front of the pancreas in two cases (Figure 2 ) and behind the pancreas in 46 cases. In the post-pancreas type, the hepatic artery arising from the superior mesenteric artery ran behind the pancreatic neck and the initial segment of the portal vein. Then, it ran behind the right hepatic duct and entered the liver ligament.
The left gastric artery derived from the abdominal aorta in eight cases, the splenic artery derived from the superior mesenteric artery in two cases, and in three cases, the celiac trunk and the superior mesenteric artery with a common trunk derived from the abdominal aorta directly.
The relationship between the number of lymph nodes dissection and the clinicopathological features of radical D2 lymphadenectomy for gastric cancer
In total, 2243 lymph nodes were dissected in 110 cases of celiac artery variation, with an average of 20.4 (4-50)/case, 671 positive lymph nodes, and 6.1 average lymph node metastases. The total number of lymph nodes detection in 311 cases without vascular variation was 7373, with an average of 23.7 (3-70/case), 1663 positive lymph nodes, and 5.3 average lymph node metastases. In general, the number of lymph nodes dissection in patients with celiac artery variation was significantly less than that in patients without celiac artery variation (P = 0.000). In stage I and II, there was significant difference between the two groups of lymph node clearance (P = 0.000),but there was no significant difference in stage III (P = 0.229). There was no significant difference in age, sex, tumor location, tumor stage, pathological type, Borrmann typing, or adjuvant chemotherapy between the two groups (P > 0.05) ( Table 1 ).
The number of lymph nodes dissection in radical D2 lymphadenectomy for gastric cancer was not only related to the variation of celiac artery but also affected by late tumor stage and high Borrmann typing (P < 0.05)and was not affected by sex, age, tumor location, and pathological type (all P > 0.05) ( Table 2 ).
Survival analysis
The survival rate at 1, 3, and 5 years in the celiac artery variation group was 84.5%, 57.6%, and 47.6%, respectively. The survival rate at 1, 3, and 5 years in the nonvariation group was 85.2%, 56.8%, and 45.2%, respectively. There was no statistical difference in the survival time between the two groups (χ 2 = 0.056, P = 0.813) ( Figure  3 ).
The age, sex, tumor staging, tumor location, pathological type, Borrmann typing, number of lymph nodes, lymph node metastasis, positive lymph node ratio, celiac artery variation, operation time, and intraoperative bleeding amount and postoperative survival of gastric cancer patients were analyzed by univariate Cox regression analysis. The results showed that tumor staging, tumor location, Borrmann typing, operation time, intraoperative bleeding amount, number of lymph nodes dissection, number of lymph node metastases, and positive lymph nodes ratio were prognostic factors of gastric cancer (Table 3) . Variables of statistical significance in univariate Cox regression analysis were introduced into the multivariate Cox regression analysis equation (Forward: LR method), and the selected standard was 0.05. The results showed that tumor stage, intraoperative bleeding amount, and positive lymph node ratio were independent risk factors for prognosis of gastric cancer, as shown in Table 4 .
DISCUSSION
At present, D2 lymphadenectomy is widely accepted as the standard of surgery for advanced gastric cancer all around the world. The current 7 th UICC/AJCC TNM staging of gastric cancer requires that lymph nodes dissection should include at least 16 or more lymph nodes for histological examination [2] . In recent years, many studies have shown that there is a correlation between the overall survival time and the number of lymph nodes dissection after gastric cancer surgery [10, 11] . However, the scope of precise lymph nodes dissection for different stages and tumor locations remains controversial. Lu et al [12] found that radical distal gastrectomy with more than 16 lymph nodes dissection and radical total gastrectomy with more than 21 lymph nodes dissection was the standard and will be more conducive to the analysis and evaluation of the prognosis of the patients. A multicenter study in the United States has shown that clearance of more than 16 lymph nodes in patients with IA-III-A can significantly improve long-term survival [13] . According to the results of a multicenter study including 1654 cases in Germany, more than 25 lymph nodes should be removed for gastric cancer patients with stage II [3] . In a word, the number of lymph nodes dissection in gastric cancer is still controversial. In the era of precision surgery, many scholars suggest that a reasonable range of lymph nodes dissection should be selected according to the individual factors, such as tumor location, tumor staging, and human anatomy, in order to reduce postoperative complications and improve the long-term survival rate and postoperative living quality. The variation of the celiac artery is an important anatomical factor for gastric cancer patients. An earlier study found that the abnormal hepatic artery derived from the superior mesenteric artery was not obviously linked to lymph node distribution [5] . We speculate that the anatomic variation of the celiac artery may affect the number of lymph nodes dissection in gastric cancer.
The results of this study showed that the variation rate of the celiac artery was as high as 26.13%, which was similar to that reported in Ugurel et al [14] . Among them, hepatic artery system variation was the most common, and the abnormal hepatic artery derived from superior mesenteric artery accounted for 43.6% of the hepatic artery system variation, which was a little higher than our previous report(37.0%) [15] . The existence of celiac artery variation increases the difficulty of operation, prolongs the operation time, increases the amount of bleeding during the operation, and may increase the incidences of intraoperative and postoperative complications. Therefore, the surgeon attaches great importance to celiac artery variation [16] [17] [18] . However, the distribution of the lymph nodes around the variant celiac artery has rarely been concerned. The results of this study show that celiac artery variation, tumor stage, and Borrmann typing are factors that affect the lymph nodes dissection of gastric cancer. The higher tumor stage and Borrmann typing, the more lymph nodes could be observed. At present, lymph nodes were sorted with touch method after surgery, which may be associated with overlooking some hidden tiny lymph nodes. High tumor stage and Borrmann typing may increase the rate of lymph node enlargement around the stomach, thus potentially increasing the number of lymph nodes dissection.
The number of lymph nodes dissection in patients with celiac artery variation is significantly less than those without variation, which further validates the prediction of the results in our earlier study. We speculate that the reasons for the reduction of the number of lymph nodes may be as follows. Firstly, the lymphatic reflux system of the stomach is special and complex. Kajitani in Japan suggests that the lymph around the stomach flows retrograde along the artery, and the artery is more fixed. Finally, it was determined to use the trip of the arterial system and the branch of the artery as a fixed anatomical sign to describe the lymph circumfluence of the stomach [19] . Variation of the celiac artery may be accompanied by a change in the lymphatic reflux, leading to a reduction in the distribution of the perivascular lymph nodes. Secondly, the 14 th version of the Japanese gastric cancer treatment protocol lists No.12a as a routine cleaning object and No.12p and No.12b as unconventional cleaning objects. The No.12a lymph node is distributed along the hepatic artery from the confluence part of the left and right hepatic duct to the superior border of the pancreas. Normally, the proper hepatic artery goes ahead of the left anterior of the hepatoduodenal ligament and anterior of the portal vein, but the abnormal right hepatic artery and common hepatic artery derived from the superior mesenteric artery are common in the rear of the portal vein and medial of the common bile duct [20] .The lymph nodes around this part of the abnormal hepatic artery are easily ignored without dissection during the operation because they are mistaken for No.12b or No.12p, eventually leading to a reduction in the number of lymph nodes dissection. Thirdly, the abnormal arteries, especiallythe abnormal hepatic artery derived from the superior mesenteric artery, are mostly of the post-pancreas type, and it is difficult to dissect the peripheral lymph nodes and adipose tissue around the root of the abnormal hepatic artery and the posterior part of the pancreas.
The number of lymph nodes dissection in the patients with celiac artery variation was not more than those of normal blood vessels, but there was no difference in the prognosis of the two groups. The univariate and multivariate Cox regression analysis showed that the variation of celiac artery was not an independent risk factor for the prognosis of gastric cancer. In view of this, we do not recommend routine cleaning the lymph nodes around the variant celiac artery, especially the abnormal hepatic artery derived from the superior mesenteric artery. The reasons are three points: (1) No lymph nodes are found around the abnormal hepatic artery of the post-pancreas and pre-pancreas type arising from the superior mesenteric artery during the D2 radical lymphadenectomy. Also, the tissues around the abnormal vessels were dissected for routine HE staining and CK20, CEA immunization, and no metastasis was found [5] ; (2) The majority of abnormal hepatic arteries derived from the superior mesenteric artery belonged to the post-pancreas type, greatly increasing the difficulty of lymph nodes dissection and the risk of damaging the abnormal hepatic artery and pancreas, which may lead to increased risk of intraoperative bleeding, postoperative liver function damage, and pancreatic fistula and an increase in operation time; and (3) The results of this study showed that the number of lymph nodes dissection was reduced in celiac artery variation patients. However, prognosis was not affected, and the variation of the celiac artery was not an independent risk factor for the prognosis of gastric cancer.
In summary, variation of the celiac artery is an important factor affecting the lymph node clearance of gastric cancer, and the decrease in the number of lymph nodes dissection does not affect the prognosis. We do not recommend routine cleaning for the abnormal hepatic artery, especially the abnormal hepatic artery derived from the superior mesenteric artery. As this study was retrospective, the next step is to perform a prospective control study on the distribution difference of the peripheral lymph nodes based on the detailed vascular variation types, which would yield a more reliable basis for the development of a precise and individualized treatment plan for patients with gastric cancer. 
ARTICLE HIGHLIGHTS
Research background
The number of lymph nodes dissection directly affects the prognosis and recurrence of gastric cancer. In addition, celiac artery variation is quite common clinically. However, there are few studies that discuss the relationship between celiac artery variation and the number of lymph nodes dissection in gastric cancer surgery.
Research motivation
According to our previous study, the number of lymph nodes dissection in gastric cancer surgery might be different between variant celiac artery patients and normal celiac artery patients. Therefore, we conducted this study to investigate the relationship between celiac artery variation and the number of lymph nodes dissection in gastric cancer surgery.
Research objectives
To investigate the relationship between celiac artery variation and the number of lymph nodes dissection in radical D2 lymphadenectomy of gastric cancer and the effect on prognosis.
Research methods
The clinicopathological data of 421 patients treated with radical D2 lymphadenectomy were analyzed retrospectively. The difference in the number of lymph nodes dissection between celiac artery variation group and normal vessels group and the relationship with prognosis were analyzed.
Research results
The number of lymph nodes dissection in patients with celiac artery variation was significantly less than that of non-variant groups, but there was no significant difference in survival time between the two groups. Univariate and multiple Cox regression analysis showed that celiac artery variation was not a prognostic factor for gastric cancer.
Research conclusions
Celiac artery variation is an important factor affecting lymph node clearance in patients with gastric cancer. The number of lymph nodes dissection in patients with celiac artery variation is reduced, but there is no obvious effect on the prognosis. Therefore, lymph nodes around the abnormal artery, especially for the abnormal hepatic artery derived from superior mesenteric artery, may not need to be dissected in radical D2 lymphadenectomy.
Research prospective
As this was a small-scale study, we propose future studies with a larger sample sizes. At the same time, the relationship between celiac artery variation and the number of lymph nodes dissection in different celiac artery variation types should be evaluated. We propose that lymph nodes around the abnormal artery, especially for the abnormal hepatic artery derived from superior mesenteric artery, do not need to dissected in radical D2 lymphadenectomy. However, further prospective and controlled studies are required to verify this theory.
